Send to; Family Lite Insurance Company
P.O. Box 824408
Houston, TX 77292-4408

FAMILY LIFE

PART I STATEMENT MADE TO MEDICAL EXAMINER INSURANGE COMPANY
You No
1. Have you had o physical checkup or health 2. Holght In. Waeight —Jbs.

ng within the past three yoars? . a a 9

- "~ campiste the following:  + 8. Family rocord o it 8 at Cawse of death or

%ﬂ any symgloms wunmm;r‘g examination? .............., a O Fah iiAwgng dAgalh cument haalth atatua

s any prescripion of & OVOT? i, ather
Give deltalls balew, Induding doctor's name, a O
addreze and dule of latest examination. Mothgr

Ft.

Brothars

Sigterg

4. When and for what puposs did you fast consult a doclor o ethir medkal practiioner?

Nume und add

5. Have you ever had or (F “YE&" ENCIRCLE ITEM AND GIVE DETAILS-IDENTIFY BY QUESTION NUMBER AND LETTER)
been told you had: Far eonditions marked with (*) pleasa submit hame office speciman.

) Yos | Ne Doctor's namy gnd address, dates, number of
8. Rhaimalic fever, hwart murmor, heart disaase of diserdur, chest pain, high attacks, duratlon, etc.

blood prassura®, anemia & other disorder of the blood or circulatery system?
b, Parelysls’, diziness, chronic haadaches or any alergy?

6. Kidnoy disease’, blood In urine”, stonaz or gravel*, syphilis®,
proglate’ or ather genilo-urinery disorder*?

d. Diabetes”, sugar in urine”, thyrold disordor, arthritis, gout”, cancar,
unor o wKkin growth?

8. Asthma, plawisy”, bronchills, tuberculosis® or amphyzema?
f. Qall blander, Jiver, digustive or bowel disorer, uicer or herniy?

g- Convulsion, eplispey, #troke, loss of consclousness, nerveus breskdown,
amational liness, eye dssssa o digovder of thu war, brain or nefvous aystem?

h. Bane, joint or spinat disorder, back or nuek pain?
i AIDS o evid of any i systam daficioncy?
6. Have you ever been hospitaized for any reagon?

7. Havo you ever had consultation, medical acvica, treatmgnt or hospitalization
conceming yer use of akohdl of drugs or have you ever used drugs habitually?

8. Any weight loss in past year? It yes, staty numbor of pounda and how and why ot
9. Within tha past five yaara, have you Rad o beeh told you had:
a. An electrocardiogram (EKG), X ray, or biood gtudy?
b. Any other consultations with doctora of other madical practifionors for any
other physicd o mente) impuirmont, Miness, Injury or operabion not otherwize
lshed? K "YES," give detalls, including dates, names and addresses, elc. ]

10.a. |f female: Have you ever had or been tad you had any broast disorder,
dissass of the lemals aigans o hysterectomy? |l

b. & applicant pregnant? State month [ma |

Do oo@omo |(oo|o|o@ja

£

glg|OO (ODOD|O0O (OO0 Ofa|alo

o

(m]

| have read the foregolng and rogregent that my above anawars ara COMPLETE and TRUE fo the best of my kmowledge and beliat and agree thal they shall consttube a part
of this application. ) fwther agree that If required by the Company as a eondition to thy complation of this application, | will without delay fumish 1o the Compsny arty cthyr gvidence
of inyurablity it may vequire. | understand and agres that hg information acquired by any vaﬂreaemaﬁve of the Company ehall bind hy Compuny unless such
imtormation ks stated in this ication and that na agresment, waiver or modificaion of the application ar the policy, it and whan issusd, shall bind the Company unless stated
In wriing and signed by an officer of the Campany.

{ hersty autharize any Keanaad phislcian, modical pracitioner, hospital, clinic, or othar mediecally rulated facily, Insurance company, the Madical Information Bureau or ather
organizalion, inatihution or person having ary records or knowledgs of me or my health, to communicat tu Familty Life Insurance Company of its rei any such informati
and | exprasaly wavs all priviiugus relating to such communications to the extant permittad by law. Photostatic copy of this authorization shall be as valid as the ongmna!.

Signud this day of 19

Witnass Signed
INEDICAL EXAMINER) (FNOMOSER INSURED)

A-304-893



Administrative olfice

FAMILY LIFE P.O, Box 924408 Please DO NOT Make Any Comments 10 the Applicant
PART Il INSURANCE COMPANY Houston, TX 77282-4408 Regarding Your Interpratation of His insurability
1. Name of Agpicant 3. A, Doss Applicant smoke cigarettes? YES (O NO O
B. Does Applicant use tobacce products in any form? YE8 [ NO O
Address cily
4. Mpusuremanta: Height ft, in.  Waeight Ibs.
Sex: M F . Biih Month ___ Day Year . ) !
2. CARDIOVASCULAR EXAMINATION Did you measure? YES [J NO [ Didyouwsigh? YES (O NO D
A. Biood Presaure (All reedings to bo taken in siting posilion. If first reading . . .
over 140550 maky two additional observationy at intervals. Send uring Chest: full (ngpiration in., Torcod expiration in,
in all ! F,
spacimen {0 Home Offica in all casws of blood prasaure elwvation.) Abdomen: at umbilieus n
Systolic Diastolic (flth phase)
5. HERNIA
18t readng Is There aHemia?  YES [ NO [0 Recucbe? YES 3 NO 1
2nd reading Type of Hernla?
Srd readng IF ANSWERS TO ANY OF QUESTIONS 5 & 6 ARE “YES* GIVE FULL

DETAILS BELOW:

B. PULSE RATE (Do Not Brerdse it Contrandicated).

Effort must result in putae Before Immediately 3 minutex & gv%s?r: i‘l’r&:gz ;bn omallios or evidance of pest of YES  NO
rate of &t ieast 100 axareisy atfter aftor A. Brun or Nervous Syatam?
(Test reflexes, knee jorks, puplls Bnd Rombutg Tast) m] O
Puise rate B. Lunge or umwhpani of the Resplratary System? m] ]
) C. Stomach or other Abdaminal Organs?
No. Wrugulurities of pulse/minute ((’3lve detalle regarding any enlargement, tendumess, ste.
C. HEART EXAMINATION (Space for additional detalls balew). . uGe:‘iIéofgrr::ryorSl;gzgn? g g
E. Ears, Eyas, Nose or Throat?
1. Dagrea of hypartrophy: [ Nane 2 Anyeddenceof  YES [ It porson is deal, Indicats If haaring id i wom or spaech
O Sight [ Moderate [ Marked | decompensaton? NO [ { Rfectod.) 9 P I
F. Endocrine System?
3. s thare & mumn?  YES NO O (Give dutails regarding any thyroid enkrgement, e.g. type
o “YES fumiah the folloming information: ¢ sizs and axtent. If hyparhyroidism s Involved give detalle as
a, Location b. Timing c. Intanaity d. Quality 1o effect on athar systems.) 0
£3 Niral B Syswolic O Furt 0 Saft G. Bonee, Joints, Glands or Skin? a u}
0 Aartc () Presysinlic [ Moderate [J Blowing H. Any olhor pant of the bady? m] O
O Pulmanic 0O Dixstollc 0 Loud O Rough
YE NO
8. How Is mummur affectsd by: Reapination? 7. I3 thetw any paralysis, deformity, lamuness or loss of imb? ju] ]
Exercise? Recumbancy?

8. URINALYSIS {f thers is any abnormality of the uring, history of urinary
impaument within tha last yaar of it applicant is over age &0, send pottion of

1, | mummur tansmitled? YES (3 NO Oy Where? original specimen to Home Offce),

9. What iy your dagnosls of the ieslon? Are you salisfied the specimen iz authentic? YE‘]S r‘|l:(|]
4 mereawir Y5 [ Mo O] J - Specific gravity Albumin Sugar
§. LOCATE ON CHART Y ARE YOU SENDING A SPECIMEN TO HOME OFFiCE? o O
Apux by x
Ares of rmmur by ' 9. Blood Study-If you have buon requested lo have Applicant submit a blood

sample, please daw venous blood and carellly read blood kit instructions.

"
Point of graateat (ntanshy by o If any gquustions, please call Osborn Laboratory {918) 764-5555

Trarngmiggion direction by r'd

YES NO
clavicls] ARE YQU SENDING A BLOOD SAMPLE? a jm|

Space 1of Dotals and Remarks—dentty by Question Number

} contify that | have casefully examinad the above Applicant, in private, and nt in tha presence of any othar parson except es stated In the space abovs, that | have asket sach
quegtion gxactly 8s sel lorth on Part Il of this form and that the answers thereto ars in my handwriting and are exactly as made to me, and that they have boon signed in my presence.

Examined at ] APPLICANT'S RESIDENCE, 3 MY OFFICE or [J OTHER (explain above)on _ ________ at___ o'clock (am.) {pm.)
NONTHOAY YEAR

M.D.
Examination authorized by:
STREET OR F-0. B0X
AGENT ar ETATE
A-18 PII} 288 Mak Dirnet Uy Fymily Lits Insuranoe Compuiy in Envulope $rgvided
EXAMINATION FEE PAYMENT VOUCHER
Pleage Writs Legibly
PROPOGED INGURETIS NAME Modical Bxaminera NamewANHlatodwits -
T STREETOR F-5. ADDRESS
) Physidans Exam
O Paramadics) Exam
[ Other $ oY ETRTE P

A6 FOCIAL SECURITY OR TAX NUMBER



—_— - — —— -
1™ i

Family Life Insurance Company
P.O. Box 924408 » Houston, Texas 77292.4408 « (800) 877-7705

NOTICE AND CONSENT FOR HIV-RELATED TESTING

Toevaluate yourinsurability, the insurer named above (the Insurer) has requested that you provide a sample of yourbload, orat fluid extracted
from cheek and gum tissue, or urine far testing and analysis to determine the presence of human immunodeficiency virus (HIV) antibodies.
By signing and dating this form you agree that this test may be done and that underwriting decisions will be based on the test result, A series
of three tests will be performed by a licensed laboratory through a medically accepted procedure.

PRE-TE§TINGQQN§IDERATIQN§

Many public health organizations have recommended that before taking an HIV-related test a person seek counseling to become informed
concerning the implications of such a test. You may wish to consider counssling, at your expense, prior to being tested,

MEANING OF POSITIVE TEST RESULT

Thetestis notatestior AIDS. Itis atest for antibodies to the HIV virus, the causative agentfor AIDS, and shows whetheryou have been exposed
tothe virus. A positive testresult does not mean that you have AIDS butthat you are atsignificantly increased risk of developing problems with
yourimmune system. The tast for HIV antibodies is very sensitive. Errors are rare, butthey do occur. Your private physician, a public health
clinic, or an AIDS information organizationin your city might provide you with further information on the medicalimplications of a positive test.

Positive HIV antibody test results will adversely affect yourapplication forinsurance. This means that your application maybe declined, that
an increased premium may be charged, orthat other policy changes may be necessary.

CONFIDENTIALITY QFTEST RESULTS

Alltestresults are requiredto be treated confidentially. They will be reported by the laboratoryto the Insurer. The test results may be disclosed
as required by law or may be disclosed to employess of the Insurerwho have the responsibility to make underwriting decisions on behalf of the
Insurer or to outside legal counsel wha needs suchinformation to effectively representthe Insurerin regard to your application, The results may
bedisclosedto areingurer, if the reinsureris involved in the underwritingprocess. The test maybe releasedto aninsurance medicat information
exchange under procedures that are designed to assure confidentiality, including the use of generaf codes that also cover results of tests for other
diseasss or conditions hotrelatedto AIDS, orforthe preparation of statistical reports that do notdisclose the identity of ahy particular person.

NOTIFICATION OF TESTRESULT

If your test result are negative, no routine notification will be sent to you. If your test results are reported by the laboratory to the Insurer as
being positive, you will receive written natification of such results fram a physician you have designated or, in the absence of such designation,
from the Texas Department of Health. Because a trained person should deliver that information so that you can understand clearly what the
test result means, please list your private physician so that the Insurer can have him or her tell you the test result and explain its meaning.

Narme of physician for reporting
a possible positive test resuit:

Address:

Inthe eventthe testis positive and you are denied coverage because of that fact and yourequest the reason for the denial, the insurer may
require you to name a physician at that time in order to receive the information.

I the testindicates a positive result, but you do not designate a private physician, the test results will be provided to you by a representative
of the Texas Department of Health,

NSENT

} have read and | understand this Notice and Consent for HIV-Related Testing, | voluntarily consent to the collection of a sample of blood, oral flyid
extracted from cheek and gum tissue, or urine from me, the testing of that sample, and the disclosure of the test results as described above. | have
read the information on this form about what a test result means.

lunderstand that | have the right to raquest and receive a copy of this authorization. A photocopy of this form will be as valid as the original.

Signature of Proposed
Insured or Parent/Guardian Date Signed:

Name of Proposed Insured: Address: ___
THIS NOTICE AND CONSENT IS REQUIRED BY THE TEXAS STATE BOARD OF INSURANCE

CONSENT FORM MUST BE EXECUTED IN TRIPLICATE:

C-158(TX) Please send original to Administrative Office = 1 copy to client » 1 copy to examiner (10/99)



